
ºë, __________________________________ Ñ³ÛïÝáõÙ »Ù, áñ Ù»ñ
ÁÝï³ÝÇùÁ,

■■ Üå³ëïÇ ÷áË³ÝóÙ³Ý ¿É»ÏïñáÝ³ÛÇÝ ù³ñï (EBT) ãÇ ëï³óí»É 
÷áëïáí Ýßí³Í Ñ³ëó»Ûáí ¨ Ýå³ëïÝ»ñÇó û·ïí»É»Ý ³ÝÓÇù 
áñáÝù  ÉÇ³½áñí³Í ã»Ý  ³Û¹ ³Ý»Éáõ:

■■ ø³áõÝÃÇÇÝ Ï³Ù EBT ÑáïÉ³ÛÝÇÝ ç»Ïáõóí»É ¿ áñ EBT ù³ñï  
Üå³ëïÇ öáË³ÝóÙ³Ý ¾É»ÏñáÝ³ÛÇÝ ù³ñï) Ïáñ»É ¿/·áÕ³ó³Í ¿
¨ ù³áõÝÃÇÝ, Ï³Ù  EBT ÑáïÉ³ÛÝÁ ¨ ù³áõÝÃÇÇÝ,Ï³Ù  EBT 
ÑáïÉ³ÛÝÁ ó»Ý Ï³ñÕ³ó»É ã»ÕÛ³É Ñ³Ûï³ñ³ñ»É  EBT ù³ñïÁ  ¨ 
Ýå³ëïÝ»ñÇó û·ïí»É»Ý ³ÝÓÇù áñáÝù  ÉÇ³½áñí³Í ã»Ý  ³Û¹ 
³Ý»Éáõ:

æ»Ïáõóí³Í ¿ ________________________       ______________

(áõÙ)_________________________________________________

■■ êÝÝ¹³ÙÃ»ñùÁ ÷ã³ó»É ¿ ÁÝï³ÝÇùÇ ¹Åµ³ËïáõÃÛ³Ý Å³Ù³Ý³Ï 
Ï³Ù ³Õ»ïÇ Ñ»ï»í³Ýùáí: ìáñ ï»ÕÇ ¿ áõÝ»ó»É »ñµ.
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________

ºë Ý³¨ Ñ³ÛïÝáõÙ »Ù, áñ í»ñÁ Ýßí³Í ÇÝýáñÙ³óÇ³Ý ×ßÙ³ñÇï ¿ ¨
ëïáõÛ·: ºë ·Çï³ÏóáõÙ »Ù, áñ »Ã» »ë Ý»ñÏ³Û³óÝ»Ù áã ×ßÙ³ñÇï ¨ áã
ÉñÇí ïíÛ³ÉÝ»ñ, ³å³ Ï³ñáÕ »Ù áñ³Ï³½ñÏí»É` Ï³åí³Í ³ñïáÝÛ³É
ëÝÝ¹Ç Ýå³ëïÇ Íñ³·ñÇ Ñ»ï, ïáõ·³Ýí»É, µ³Ýï³ñÏí»É Ï³Ù ÇÙ
Ñ³Ý¹»å Ï³ñáÕ »Ý û·ï³·áñÍ»É µáÉáñ 3 ·áñÍáÕáõÃÛáõÝÝ»ñÁ:

Ð»ï¨Û³É Ñ³ëó»áí (Ð³Ù³ñ, öáÕáó, öáëï³ñÏÕ)

_________________________________________________
ø³Õ³ù Ü³Ñ³Ý· ¼Ç÷Ïá¹

_________________________________________________
î³Ý Ñ³ëó»Ý (ºÃ» ï³ñµ»ñíáõÙ ¿) (Ð³Ù³ñ, öáÕáó)

_________________________________________________
ø³Õ³ù Ü³Ñ³Ý· ¼Ç÷Ïá¹

Âì²Î²ÜÀÀÜî²ÜÆøÆ ä²î²êÊ²Ü²îàô ²Ü¸²ØÆ Î²Ø ÈÆ²¼àðì²Ì
ÜºðÎ²Ú²òàôòâÆ êîàð²¶ðàôÂÚàôÜÀ (öàÊÐ²îàôòàôØ
êî²òàÔ ²ÜÒÀ)

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

öàÊ²ðÆÜØ²Ü    ¶ð²ìàð  
òàôòØàôÜø  /ÂàôÚÈ²îìàôÂÚàôÜ  (  DFA  303)

àÆÕ»óáõÛó: Èñ³óñ»ù A µ³ÅÝÇ ³ÛÝ ëÛáõÝ³ÏÝ»ñÁ (ïáÕ»ñÁ), áñáÝù
µÝáõÃ³·ñáõÙ »Ý  Ò»ñ Çñ³¹ñáõÃÛáõÝÁ, ëïáñ³·ñ»ù ³Ûë ÷³ëï³ÃáõÕÃÁ
¨ í»ñ³¹³ñÓñ»ù ³ÛÝ` ÏáñëïÇ Ù³ëÇÝ Ñ³Ûï³ñ³ñáõÃÛ³Ý å³ÑÇó 10
ûñí³ ÁÝÃ³óùáõÙ:  Ð³Ï³é³Ï ¹»åùáõÙ ÏáÙå»Ýë³óÇ³ ãÇ ïñíÇ:

Case Name:
Case Number:
Worker:
Date DFA 303 Received:

COUNTY  USE  ONLY

´²ÄÆÜ  A  –  ÀÜî²ÜÆøÆ    ¶ð²ìàð      òàôòØàôÜø

☛

PART B - REPLACEMENT BENEFITS

■■ APPROVED - EBT Replacement Date ___________________

■■ EBT:  Authorized Replacement Amount $ ________________

■■ DENIED - Reason for Denial (Explain)

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

SIGNATURE (PERSON AUTHORIZING OR DENYING REQUEST) D ATE

PART C - ACKNOWLEDGEMENT OF RECEIPT (OVER THE        

COUNTER)

RECEIVED BY: D ATE

Âì²Î²ÜÀ Ä²ØÀ

Î³ÝáÝÝ»ñ:  îíÛ³É Ï³ÝáÝÝ»ñÁ  ÏÇñ³éí»ÉÇ »Ý ¨ ¸áõù Ï³ñáÕ »ù ¹ñ³Ýó  
Í³ÝáÃ³Ý³É ëáó³å³ÑáíÙ³Ý Ò»ñ ·ñ³ë»ÝÛ³ÏáõÙ MPP 16-515.̀
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